Introduction: Thrombophlebitis migrans is characterised by the development of recurrent (i.e. migratory) superficial thrombophlebitis. It is an acquired coagulopathy that is strongly associated with malignancy, especially solid tumours of the adenocarcinoma type.
Introduction
Thrombophlebitis migrans is an acquired coagulopathy characterised by the development of recurrent (i.e. migratory) superficial thrombophlebitis. Approximately 50% of cases are linked to an underlying malignancy [1] .
The strongest association is with solid tumours of the adenocarcinoma type. Pancreatic cancer, especially of the body or tail of the pancreas, seems to be associated with the highest risk of thrombophlebitis migrans [2] .
The connection between malignancy and thrombophlebitis migrans was first described in 1865 by Professor Armand Trousseau (Trousseau's syndrome), in the diagnosis of his own pancreatic cancer [3] .
Case presentation
A 62-year-old Caucasian male presented with postprandial abdominal pain, anorexia, jaundice, steatorrhoea and dark urine.
There was no recent history of foreign travel or unprotected sexual intercourse. There was no family history of malignancy reported. Other than an annual review for a treated thyroid toxic adenoma there was no significant past medical history. He was a smoker and drank alcohol in moderation. Prior to retirement he worked as a gardener. On physical examination he was apyrexial with jaundice of his skin and sclera. The abdomen was soft and non-tender, with associated hepatomegaly.
Imaging with ultrasound demonstrated a mass in the head of the pancreas causing common bile duct obstruction. Computerised Tomography (CT) showed multiple metastatic lesions within the liver. Endoscopic retrograde cholangio-pancreatography (ERCP) revealed ulceration in the second and third parts of the duodenum, suggestive of malignant infiltration. Histology confirmed pancreatic adenocarcinoma. To decompress the biliary tree and thus relieve the jaundice a stent was inserted into the common bile duct. The diagnosis was explained to the patient and he was discharged home. He was scheduled to see an oncologist and receive palliative chemotherapy as an outpatient.
A tender erythematous rash on the medial aspect of the right forearm and left lower limb was noted two months later during a planned admission for a blood transfusion. Doppler ultrasound of the arm did not reveal any evidence of deep vein thrombosis. The patient described rashes of a similar appearance in multiple areas over the preceding weeks. These findings were consistent with thrombophlebitis migrans. This was treated medically with nonsteroidal anti-inflammatory drugs and intravenous antibiotics. During his course of chemotherapy, he developed neutropenic sepsis and passed away.
Discussion
The typical lesions of thrombophlebitis migrans are recurrent tender erythematous nodules occurring in successive crops in the subcutaneous fat of the trunk or extremities [4] .
It is believed that Trousseau's syndrome is due to chronic subclinical disseminated intravascular coagulation caused by the release of procoagulants from tumour cells involving tissue factor expression, as well as direct activation of platelets [5, 6] .
Other predisposing factors to the prothrombotic state include: bed rest, infection, surgery and anti-cancer drugs. This thromboembolic phenomenon is unresponsive to warfarin but can be managed with heparin-based anticoagulation [4] .
A variety of conditions can present themselves with a similar appearance to Trousseau's syndrome. Differential diagnoses to consider are other conditions known to trigger hypercoagulable states:
Erythema nodosum, Lymphangitis, Vasculitis, Buerger's disease, and Behcet's disease [6] .
A diagnosis of Trousseau's syndrome is far easier to make in a person with an established malignancy than when the thrombophlebitis is identified first. In the latter situation detection of the cancer is more difficult and consequently often delayed. In these situations, patients should undergo a thorough investigation for an occult malignancy, including upper endoscopy and CT of the chest, abdomen and pelvis, to exclude an underlying malignancy [6] .
An additional sign of underlying malignancy in patients with idiopathic/unprovoked thromboembolism is resistance to anticoagulation with warfarin but response to heparin [4] . 
